ABSTRACT
INTRODUCTION
The most common postoperative complications in high risk patients are pulmonary or cardiovascular dysfunctions. The incidence of complications depend on the age of patients, severity of comorbidity, type, emergency level and duration of the surgery, and type of the anesthesia. Preoperative pulmonary diseases enhances the possibility of postoperative pulmonary complications in particular, therefore it is especially essential to take precautions in this group of patients in the perioperative period. One of these precautions is selecting the proper type of anesthesia. General anesthesia or epidural anesthesia as an adjunct to general anesthesia are the most common types of anesthesia for the patients who undergo major abdominal surgery. Anesthesia with neuroaxillary blockage, such as spinal anesthesia, epidural anesthesia or combination of both, are commonly used in orthopedics, pediatric surgery, obstetrics and gynecology, with which respiratory functions are preserved, but is rarely preferred for major abdominal surgery (1-4).
Here in this case report, we discuss the clinical benefits of epidural anesthesia in an old patient with impaired pulmonary functions and high risk for major abdominal surgery who underwent an abdominal operation.
CASE
A seventy-five year old male patient with a history of radical subtotal gastrectomy due to gastric cancer, who could not complete his chemotherapy due to health status deterioration, was admitted because of dysphagia and vomitting. His past medical history was significant for long-standing hypertensive heart disease. His body mass index was 22 and he had no abdominal tenderness on palpation. The endoscopic examination revealed a esophageal stricture in the distal esophagus (33 cm). The endoscope was advanced past the stricture into the remnant stomach. A second stricture at the gastroenterostomy site was observed and the endoscope could not be advanced past this stricture. Because dilation and stent placement were not appropriate, surgical management was the treatment of choice. Before the operation, preoperative parenteral nutrition was given for 14 days to treat cachexia and in this time period, further preoperative assessments were conducted.
Echocardiography showed moderate mitral and tricuspid insufficiency and mild pulmonary hypertension. There was bilateral pleural effusion, with more fluid in the right side on his chest radiograph (figure 1) and multiple nodules with irregular margins in the upper lobe of the right lung on his chest tomography which were consistent with metastasis (figure 2), were considered to be secondary to gastric carcinoma and no further evaluation was conducted. Preoperative pulmonary evaluation (FEV1: %50), blood gas results (pH:7.40, pCO2:49.6, pO2:61.4, sO2:90.5) and chest tomography revealed chronic obstructive pulmonary disease. The predicted morbidity rate and mortality rates were %94 and %52.5, respectively, according to POSSUM (Physiological and Operative Severity Score for the enUmeration of Mortality and Morbidity) scoring system.
The patient was classified ASA class III and was considered to have high risk of increased duration of mechanical ventilation and length of stay in intensive care unit if general anesthesia was performed. Therefore epidural anesthesia was prefered. A T4 sensory block was performed with 0.5% bupivacaine (Marcain, Astra Zeneca) with 2 ml fentanyl (Marcain, Astra Zeneca ) via a thoracic epidural catheter. After confirmation of sensory blockade, epidural infusion of bupivacaine and intravenous infusion of propofol (Propofol/ Fresenius) were started at rates of 1 ml/h and 0.5-1.5 mg/kg/h, respectively.
The bispectral index (BIS) was maintained within 70-80. His blood pressure was 130-100/89-60 mmH and heart rate was around 55/min and he was hemodinamically stable during the whole procedure. Oxygen at a flow rate of 3 l/min was administered wih a Hudson mask and oxygen saturation level was kept at 97-99%.
The patient underwent distal esophagectomy and total gastrectomy with Roux-n-y esophagojejunostomy and the duration of the procedure was 4 hours. After the operation, the patient was transferred to the intensive care unit. Postoperative analgesia was maintained with epidural infusion of 0.1% bupivicaine and 2 mcg/ml at a rate of 10ml/h for 36 hours. The patient was transferred to his room after 48 hours of follow-up in the ICU and discharged on postoperative day 9.
DISCUSSION
High neuroaxial blockade became more popular after it has been shown that it is associated with lower rate of respiratory dysfunctions, especially in patients with pulmonary diseases (5). Satisfactory results of epidural anesthesia as an adjunct to general anesthesia have encouraged practicing regional anesthesia solely in patients with severe pulmonary diseases (6) . Retrospective and prospective studies have shown that it is possible to preserve the pulmonary functions in patients with severe COPD, using neuroaxial blockade instead of general anesthesia, as good as in patients with no pulmonary dysfunction (7) (8) (9) . Functional residual capacity is reduced following abdominal surgery. Regional anesthesia preserves thoracic wall compliance and diaphragmatic contractility, thereby vital capacity. Additionally, neuroaxial blockade is beneficial in patients with congestive heart diseases and pulmonary hypertension by reducing preload and afterload (6) .
Total neuroaxial blockade, local anesthetic toxicity and thoracic sympathetic block may cause cardiac arrest (10) . Therefore, it is essential to be cautious to maintain perioperative hemodynamic stability. In our case, invasive artery blood pressure, central venous pressure and urine output were monitored and no hemodynamic instability was observed. Propofol-induced sedation was performed under BIS monitoring. Supplemental oxygen was administered with a mask and no finding of respiratory dysfunction was observed. In addition to anesthetic precautions, the operation should be performed by an experienced surgeon to minimize the metabolic responses to trauma and the duration of procedure.
In conclusion, regional anesthesia with neuroaxial block is a good option for patients with severe pulmonary diseases and high risk for general anesthesia, who undergo major abdominal surgery, to reduce morbidity and mortality.
